Fifty-two knees were examined using real-time highdefinition ultrasonography with a 7.5MHz probe. The extra-articular structures were easily visualized and diagnosis of patellar tendon lesions and Baker's cysts formulated. While the meniscal cartilages were shown as a homogeneous triangular structure between the femoral condyle and the tibial plateau, no lesions were detected. Deeper intra-articular structures, such as the cruciate ligaments, were not shown by the scan, thus their evaluation was not possible. Given its low cost, wide availability, non-invasiveness and patients' acceptability of the technique, ultrasonography may play an important role in the diagnosis of soft tissue lesions in and around the knee joint.
sport', accounting for nearly 30% of all sports injuries reported in large series' . Clinical diagnosis is often difficult. Conventional radiographic techniques are generally not useful in the diagnosis of soft tissue injuries, while arthrography and arthrotomography are invasive techniques with potential morbidity. Computed tomography (CT) scanning5 and magnetic resonance imaging (MRI)6, while being specific, sensitive and non-invasive, are expensive, timeconsuming and available only in specialized centres.
Because of these limitations, ultrasonographic (US) scanning is useful in the diagnosis of soft tissue injuries in and around the knee7 8. It is relatively easy to perform, less expensive than CT scanning and MRI, and acceptable to patients9.
We report our experience of US scanning of the knee in 52 athletes. Figure 1 ). The cysts appeared as a hypoechoic fluid collection in the popliteal fossa, at various depths from the skin. In no cases were ruptures and/or soft tissue changes resulting from a recent leak identified11.
Patients and methods

Tendons Patellar tendon
Patellar tendon injury is common12. Transverse US scanning did not give useful information. In longitudinal scans, the normal patellar tendon appeared as a 4-5 mm thick ribbon composed of parallel hypo-and hyperechoic zones alternating regularly in waveform, and with well-defined slightly hyperechoic borders (Figure 2 ). At its insertion into the anterior tibial tubercle, the patellar tendon was hypoechoic and slightly enlarged7. In eight cases, diffuse thickening was evident, involving either the entire tendon or a segment. Swelling was present in four cases, and some areas of reduced attenuation or decreased echogenicity were identified, frobably representing granulation tissue or oedema1 . These findings were compatible with a diagnosis of patellar tendonitis and tendinosis, respectively13.
In three cases, a well defined unilocular cyst in the substance of the patellar tendon was shown, together with thickening of the tendon and swelling of its lining (Figure 3) . Finally, in two other cases a large Figure 2 . Bilateral longitudinal scan of the patellar tendon. The large arrows are placed in the tibia. The small arrows point to the patellar tendon. The normal tendon, on the left-hand side, appears as a ribbon 4-5 mm thick, with parallel hypoechoic and hyperechoic areas alternating in a regular fashion. The borders are slightly hyperechoic, and in the area of tendinous insertion the tendon is hypoechoic and enlarged. On the right-hand side, the tendon shows diffuse thickening, with loss of the normal regular waveform structure Figure 3 . Patellar tendon cyst, longitudinal scan. The large arrow is in the tibia, the small arrows point to the anterior and posterior wall of the patellar tendon, which is enlarged. A triangle points at the superior pole of a hypoechoic tendon cyst cystic space was present, with marked loss of the normal waveform structure of the tendon. Some fine hyperechoic areas were identified (Figure 4) . US diagnosis of partial rupture of the patellar tendon was confirmed at operation.
Quadriceps tendon
Six patients were referred with knee pain above the superior pole of the patella. The quadriceps tendon was examined and found to be of the same thickness (about 3 mm) as the contralateral ( Figure 5 ). The usual tendinous waveform pattern was found and a clinical diagnosis of 'quadriceps tenalgia' formulated.
Fat pad syndrome In seven athletes, a bursa was excluded on the basis of diffuse echogenicity alteration of the fat pad, normally appearing as an area of homogeneous hyperechogenicity behind the tendon (Figure 6 ). In two cases, a diagnosis of deep infrapatellar bursitis had been clinically suggested. No US signs of bursal involvement were detected, and a bursitis was thus excluded, the findings being consistent with fat pad syndrome.
Menisci and ligaments
In four athletes referred for pain and tenderness in the medial joint line, the menisci were easily visualized. They appeared as a homogeneous triangular structure, with the apex of the triangle pointing towards the middle of the joint"4. The meniscal attachment to the capsular ligaments was well seen, without an echoic interface. The posterior horn of the medial meniscus was always easily visualized, and no pathological appearances could be detected ( Figure   7 ).
The anterior and posterior cruciate ligaments were poorly, if at all, visualized"5, and it was not possible to formulate a definite diagnosis on their integrity.
Meniscal cysts
Seven athletes presented with a swelling on the lateral aspect of the knee, clinically a cyst of the lateral meniscus. US scanning revealed an hypoechoic lesion with several fibrous septa, illustrating the multiloculation of meniscal cysts as previously shown on CT scans16. 
